Background {#Sec1}
==========

To help meet the needs of the chronically ill, the McColl Institute for Healthcare Innovation developed the Chronic Care Model (CCM). The aim was to improve the quality of care and outcomes of the chronically ill through transforming the healthcare system \[[@CR1], [@CR2]\]. In the Model, community resources and healthcare organizations support four main elements (self-management support, delivery system design, decision support, and clinical information systems). These elements contribute to 'productive interactions' between an informed, activated (engaged) patient and a prepared, proactive physician and/or practice team \[[@CR1]\].

Despite the centrality of productive interactions to patient outcome \[[@CR3]\], this concept, at the heart of the CCM, has surprisingly not been adequately clarified \[[@CR4]\]. Research on CCM has focused mainly on the effectiveness of the aforementioned four elements in achieving the desired outcomes \[[@CR5]\]. This is all the more remarkable because patients regularly perceive that their needs, expectations, and preferences regarding information exchange, shared decision making, interpersonal interactions and self-care support are not met in their interactions with physicians \[[@CR6]--[@CR10]\]. From their side, physicians experience difficulties, uncertainties, fatalism, and/or a high workload in interacting with chronically ill patients \[[@CR11]--[@CR15]\].

Our primary aim was to clarify the concept of productive interaction. While there is a stream of scientific articles on 'patient-centered' interaction, we failed to find any theoretical or empirical studies investigating what constitutes a 'productive' interaction in a medical encounter. In attempting to fill this gap, we were particularly interested in the views of physicians. Their role as a communicator is to facilitate the 'dynamic exchanges' that occur within the medical encounter \[[@CR16]\]. However, interventions aimed at improving the communication skills of physicians seem to deliver small and often disputed effects, especially as regards medical specialists \[[@CR17]\]. In this paper, we explore the views of internists on their 'productive interactions' with patients with chronic conditions, based on the following questions:What do internists view as a productive interaction with patients with chronic conditions?Can a conceptual model of a productive interaction be derived from their views?

Methods {#Sec2}
=======

Design and participants {#Sec3}
-----------------------

A qualitative study was designed and conducted to explore internists' views of productive interactions. We focused on internists because the Internal Medicine specialty treats many various chronic diseases. We carried out an in-depth investigation into how internists describe their ideas, images, expectations, and perceptions of a productive interaction, and searched for detectable patterns. The breadth and depth of their professional training enables them to deal with the complex problems of chronically ill patients, both as generalists and as specialists \[[@CR18]\]. This choice further reduced the need to involve other medical specialties in this study.

We focused on internists working in the Department of Internal Medicine at a university medical center. To create some variation within the sample, we selected equal numbers of generalists and subspecialists, and subsequently included a broad range of participants in terms of their gender, age, and experience. Such variation enables generation of themes, relationships, and hypotheses from collected data, and the capacity to compare subgroups within the overall sample \[[@CR19], [@CR20]\]. The selected generalists from the General Internal Medicine and the Elderly Medicine/Geriatrics departments could be characterized by their focus on diagnostics and acute care. The selected Endocrinology and Nephrology subspecialists also have a diagnostic role, but are more focused on chronic care. Consequently, the relationships with patients tend to differ in the two groups, with shorter-term associations for generalists and interactions spread over a longer period for subspecialists. We expected the internists to have somewhat similar views on productive interactions because people generally share views when they share a professional background; however, we also anticipated that views would differ as a result of differing experience with the patient groups in the respective subspecialties \[[@CR21]\].

Between October 2011 and April 2012, we interviewed 20 internists who met our selection criteria (see Table [1](#Tab1){ref-type="table"}). Participants included internists who had responded directly to our request for participants, plus others we individually approached to satisfy our sampling requirements. We stopped seeking out and interviewing new participants when new issues were no longer arising in the interviews, based on the argument that variation and saturation are the most relevant criteria for validating a sample \[[@CR22]\].Table 1Characteristics of the participantsCharacteristicsNumber included (% of total staff)Sub-discipline: Generalists:10 (26 %)  Elderly medicine/Geriatrics4 (11 %)  General internal medicine6 (16 %) Subspecialists:10 (26 %)  Endocrinology5 (13 %)  Nephrology5 (13 %)Gender: Men12 (32 %) Women8 (21 %)Age (and gender division): 34--41 years (5 women, 4 men)9 (24 %) 45--61 years (3 women, 8 men)11 (29 %)

Data gathering and analysis {#Sec4}
---------------------------

The semi-structured interviews started with our briefly explaining the CCM and posing some general questions about the interviewee's background and interest in medicine. The interviewer (the first author) then guided the interviews using a short topic list.

Topics covered were the definition, course and outcome expectations of a productive interaction; influential factors; means of engaging with patients; and the competencies needed to interact productively (see Additional file [1](#MOESM1){ref-type="media"}). The topics were introduced in a flexible way, and the interviews took the form of natural conversations. The interviewer regularly paraphrased the interviewee's responses to check that she had understood them \[[@CR23]\]. If new and relevant issues arose, these were then included in subsequent interviews. The interviews lasted from 44 to 108 min, were audio recorded and transcribed with the verbal informed consent of the interviewees. Transcripts of the interviews were imported into Atlas.ti software program (version 5.2.18, Atlas.ti Scientific Software Development GmbH, Berlin) to assist in project management and data analysis. Interview transcripts were fully coded, resulting in a total of 867 coded or labeled fragments (36 to 60 fragments per interview).

We analyzed the data using a constructivist approach to grounded theory. This approach involves a step-by-step coding process in which one makes hermeneutic sense of the data \[[@CR20], [@CR24]\] and compares each interview with all the others in order to identify patterns or themes. The first stage of the analysis involved the lead author in an open, initial coding procedure \[[@CR20]\] that resulted in an initial list of codes corresponding closely to the text fragments extracted from the first six interviews. After discussing this list with a second and third coder, the first six interviews were recoded and new interviews coded using the adapted list. As this process progressed, the code list was further refined, followed by further testing and discussion to establish the most relevant codes for labeling an interaction as 'productive.' This process identified a 'productive interaction' category that comprised 15 different codes and 275 fragments that could be attached to these codes. Subsequently, we made so-called 'thick descriptions' (i.e., descriptions of the depth, breadth, context, and nuances) of those text fragments that had been given codes related to productive interactions \[[@CR24]\]. In the final analytical stage, we further reduced the data through a process of displaying them in matrices. Here, we identified the goal orientations within which the participants' descriptions could be placed \[[@CR25]\]. After this, we derived an initial conceptual model through an iterative process of searching in the related literature and in the data \[[@CR20]\].

Internal validation was established by systematically verifying the findings in the data and by extensively discussing the findings with an oversight research group representing different perspectives and disciplines (i.e., anthropology, healthcare and quality management, internal medicine and health psychology).

Ethical review {#Sec5}
--------------

The Committee for Medical Ethics of the University Medical Centre Groningen (METcUMCG) granted an exemption from the requirement of ethical approval of this study according to the Dutch 'Medical Research Involving Human Subjects Act (WMO).' Our research adhered to the standards as described within the Qualitative Research Review Guidelines (RATS) (<http://www.equator-network.org/reporting-guidelines/qualitative-research-review-guidelines-rats/>).

Results {#Sec6}
=======

Goal orientations of a productive interaction {#Sec7}
---------------------------------------------

We found that the reasoning of the participants about productive interactions was goal-directed. We could subdivide their intentions into four goal orientations: (a) health outcome, (b) satisfaction, (c) medical process, and (d) collaboration. It also appeared that some goals were more frequently mentioned or emphasized than others, depending on the subspecialty of the participant and on the medical context. The subspecialists (endocrinology and nephrology) tended to make reference to patients with medically clear (i.e., specific) complaints related to a diagnosed chronic disease (e.g., diabetes or chronic kidney disease). The generalists (elderly medicine/geriatrics and general internal medicine), in contrast, more often referred to patients with medically vague complaints, and in particular to patients with unexplained but chronic complaints (see Table [2](#Tab2){ref-type="table"}).Table 2Frequency of goals, types of participants, and relationship to the medical contextGoal orientations of the participants based on 275 selected text fragmentsThe first column of values shows how often we identified a goal in the selected text fragments of either the subspecialists (subspec) or the generalists (gen). The second column shows the number of subspecialists and generalists contributing these text fragments. The third column indicates whether the medical context the participants referred to was - medically clear (specific) complaints and/or a diagnosed condition (marked with a ![](12913_2016_1430_Figa_HTML.gif){#d30e552}) - vague, medically unexplained (nonspecific) complaints (marked with a ![](12913_2016_1430_Figb_HTML.gif){#d30e555})

### Health outcome-oriented goals (a) {#Sec8}

Achieving health outcome goals was seen as one result of a productive interaction. The participants related two such goals primarily to patients with a diagnosed condition (e.g., diabetes or hypertension) and/or specific complaints. First, treatment goals are achieved (risks reduced, complications prevented) generally reflected achievement of a desirable clinical outcome, as conveyed in this comment:"'A productive interaction is, in my terms, very much targeted at the final product, in particular good blood pressure, good average sugar regulation, and good cholesterol levels, and ... this is how you can measure whether something is productive or not.' (Subspecialist)"

Second, participants referred to the goal of 'the wellbeing of the patient is protected,' meaning that they balanced achieving medical goals against the overall benefits for the chronically ill elderly patients.

The third goal, 'the patient feels they are being helped with their problems,' was, however, mostly associated with nonspecific complaints. In these cases, it was mainly the generalists who seemed to reflect skepticism about being able to genuinely support such patients. Finally within this category, the goal that 'the patient functions better/independently' had different meanings depending on the nature of a patient's condition. In the case of a diagnosed chronic condition, the participants associated the 'patient functions better/independently' goal with the patient's ability to self-care/self-manage, because of the expected benefits this had for the patient's life expectancy. However, in the case of vague medically unexplainable (nonspecific) complaints, 'the patient functions better/independently' was primarily associated with increasing the patient's insight into their complaints. It was also seen as meaning that patients could 'get on with their lives,' turning their attention away from medical explanations for their ailments.

### Satisfaction-oriented goals (b) {#Sec9}

Both parties' achieving a general feeling of satisfaction was viewed as an important result of a productive interaction. This is reflected in the goal that 'the patient and the physician both feel satisfied.' It included being satisfied with both 'the whole process of adapting medical treatment to the patient' and 'interacting with the patient.' Some warned that successfully fulfilling the medical task does not guarantee a satisfied patient. Others, such as this interviewee, pointed to the essential role of collaboration in achieving satisfaction:"'It is the collaboration between patient and doctor that makes both leave the room feeling satisfied. That is a real productive interaction. The basic condition for that to occur is that you try to help someone as much as it is medically possible and that the patient feels helped---that the patient has the sense that they have been heard, and that you have the feeling that there has been an authentic contact and not merely an instrumental contact.' (Generalist)"

The generalists emphasized 'the patient is satisfied' and 'the physician is satisfied' goals more often than did the subspecialists. They mainly related these goals to patients with medically unexplained complaints. Solving these patients' problems was generally viewed as difficult and associated with the physician's insecurities when a medical cause was not found. The 'physician feels satisfied' goal appeared to mean different things depending on the nature of a patient's condition. Where a medical cause was not found, the participants expressed a sense of feeling rewarded for their efforts when a patient seemed better able to cope with the complaints, especially because several participants mentioned they felt tired and sometimes exhausted by supporting such patients. When there was a diagnosed condition, being 'satisfied as a doctor' seemed more often associated with being proud of a patient's improved functioning and/or positive health outcomes.

### Medical process-oriented goals (c) {#Sec10}

Participants often expressed medical process-oriented goals, and pointed to what they found productive based on experiences in their daily practices. This resulted in a mixed image of medical process goals, related to a participant's specialty and the condition of their patients.

Although the 'solving the (medical) puzzle' goal refers to the diagnostic task in general, this goal was most often expressed by generalists as 'ruling out a medical cause' in the context of vague (nonspecific) complaints. Second, the goal that 'the patient's problems or questions are understood' was generally viewed as important. This goal was more often expressed by the generalists than the subspecialists, particularly when discussing the extent to which they should delve deeper into the patient's background and problems in the case of problems such as chronic fatigue. The third goal, 'expert explanations or advice are given,' was primarily (but not often) seen as relevant in the context of patients with a diagnosed condition. Participants often related the fourth goal, 'the patient understands the (medical) explanations/advice,' to a patient\'s' adherence to the proposed treatment where there was a diagnosed condition:"'A productive interaction is one where they understand what I am going to do, and when I have made a diagnosis (or not), what that means---and when I prescribe pills, that they have to take them.' (Generalist)"

For patients with medically unexplained complaints, this goal meant the patient's understanding that further searching for medical explanations for their ailments would not be helpful."'The conversation is successful when, after three-quarters of an hour, I see that the penny has really dropped, when the person says that they have gained something from it, and that they really see that they do not have to visit 50 other doctors to get the answer.' (Generalist)"

The fifth goal within this orientation, that 'the physician works effectively or efficiently,' was often expressed in the context of the time available, or as a balance of achieving consultation objectives and finishing within the allotted time. Several subspecialists emphasized that they lacked the time needed to 'work effectively,' i.e., to talk to a patient about their condition, as well as to discuss laboratory results and treatment options. They viewed this as important in reducing risks irrespective of the time and costs involved. When considering patients with nonspecific complaints, several generalists stressed the need to 'work efficiently' while also frequently mentioning that they often invested time in exploring and discussing problems.

### Collaboration-oriented goals (d) {#Sec11}

Achieving collaboration-oriented goals was often mentioned as an essential part of a productive interaction. The first related goal, that 'the physician connects with the patient,' was associated with 'getting in touch' and 'building the important bond of trust,' with the latter viewed as especially important to establish in the first contact. Several participants also stressed the importance of 'investing in a personal safe atmosphere so that people do not think they are just a number.' This could involve social talk, remembering the patient's personal situation, and actually calling patients to give them laboratory results. The second goal, that 'physician and patient achieve a mutual understanding,' was viewed as essential for *'*understanding the patient's actual request for help.' It was further defined as reaching a 'real understanding,' a process involving mutual openness and respect, as well as listening attentively and speaking comprehensibly:"'A productive interaction is one where you create mutual openness, where you can understand each other in that way; not just hear, but really understand.' (Subspecialist)"

Several participants suggested that when a physician truly explores a patient's problems, such that 'the patient feels heard and understood,' the patient will disclose more about their problems. Consequently, the physician will be better able to understand the patient's concerns, more likely make the correct diagnosis, and be better able to give advice that the patient will follow. The third goal in this category, that 'the physician and the patient reach agreement' or 'consensus,' was expressed as 'having the same goals' or 'being on the same wavelength' and often associated with a focus on solving problems medically. However, the more it concerned patients in a somewhat stable chronically ill stage, the more reaching agreement was defined as the process of negotiating treatment options."'With the chronically ill, it is often about negotiating, in the sense that the outcome is satisfactory to both sides, and that you do not impose your will because that is not productive, because someone can say yes but can act no.' (Subspecialist)"

When it came to patients with medically unexplainable complaints, the participants more often talked about discussing procedures and/or about the need to change a patient's perspective. Sample quotes of all goals can be found in Additonal file [2](#MOESM2){ref-type="media"}.

A main condition: clicking with the patient {#Sec12}
-------------------------------------------

During the interviews, we observed that the term 'clicking with the patient' was often used by participants from all the subspecialties. As such, we identified it as a central condition for a productive interaction."'Sometimes you do sense a click, and sometimes you feel less of a click. It is a feeling you have as soon as they enter the room, how they look at you, you just see whether they trust you or not ... I think the success factor is mainly determined by whether we click, and whether I strike the right chord, and sometimes that happens by chance.' (Generalist)"

The participants associated 'clicking' not only with connecting from the start, but also with exchanging information, registering nonverbal signs (such as anxiety or distress), and with reaching agreement or advancing the conversation in general."'A productive interaction to me is one where there is a click, that you are talking about the same things, and the conversation advances, that you both leave with good feelings.' (Subspecialist)"

Although some claimed that they invested in the relationship and/or in creating a safe atmosphere in order to develop a bond of trust, many participants described 'clicking' as a spontaneous phenomenon that simply happened. They saw clicking as automatically evoking positive feelings of empathy and trust, which made it easier to put themselves in the patient's shoes. Although precisely defining 'clicking' appeared difficult for the participants, some tried to explain it as a sudden feeling based, for example, on a story or on transference. Further, participants associated 'clicking' with patients who were active, empowered, and communicative. Conversely, 'not clicking' was linked to the opposite traits and expressed as a patient's behavior that 'causes friction, after which nothing runs smoothly.' The participants mentioned several patient behaviors that could cause friction in the form of irritation, annoyance, or even stress: from patients who complain about endless lists of ailments to patients who behave in demanding or manipulative ways or who are unreasonably angry. They also commented that it was difficult to click with patients who play ignorant, are taciturn, have psychiatric co-morbidity, or look uncared for and/or smell strongly. Some participants tried to put such negative feelings into perspective by saying these situations do not occur that often. One expressed the danger of stereotyping:"'Of course you are also human; you cannot prevent some people getting more on your nerves than others. With some people, you know in advance that they will tell you a very long-winded story and that the answer to every question will be that they suffer from it. Usually, your feeling is correct but you need ... to force yourself to be open-minded because that is part of your profession.' (Generalist)"

Nevertheless, most participants seemed to accept it as inevitable that they would get along better with some patients than with others. They expressed that they acted in a less open-minded and caring way, and were more businesslike, toward those with whom they failed to click:"'With one person it clicks better than with another, and of course that is natural. People I do not click with tend to disappear from my outpatients list after a certain time ... When it goes well, you are less businesslike.' (Subspecialist)"

An initial conceptual model of a productive interaction {#Sec13}
-------------------------------------------------------

Through this process, we uncovered four types of goal orientations that were related to the medical context and a central condition that constituted main elements of a productive interaction. Essentially, the participants understood 'clicking' as something that makes the whole process run smoothly. On this basis, we visualized the participants' image of a productive interaction as a cyclic process with the goal orientations as gears and 'clicking' as the flywheel in the center (see Fig. [1](#Fig1){ref-type="fig"}).Fig. 1Participants' model (view) of a productive interaction

The following is a more detailed conceptualization of how participants viewed the workings of a productive interaction. First, clicking with a patient leads to a mutual feeling of connectedness and trust, which enhances mutual understanding and/or the feeling of being on the same wavelength. Mutual understanding makes it more likely that the physician will explore a patient's problems in a way that 'the patient feels heard and understood' and that the physician understands the patient's problems and makes the right diagnosis. Further, the physicians expected both parties to have, or to come to, common goals and reach an understanding and agreement to accept the advice that was offered. This would increase the likelihood that both the patient and the physician would be satisfied with the collaboration, the medical process, and the advice offered; and that the patient would then act upon this advice. Finally, trust seemed to be viewed as a mediator between 'clicking' and the collaboration goals, whereas a lack of time and a patient's limited ability to understand the explanations offered were viewed as inhibiting factors in achieving the goals of the medical process.

Discussion {#Sec14}
==========

Findings {#Sec15}
--------

In this study, we explored the views of 20 internists as to what constitutes a 'productive interaction' (the core concept of the CCM) and integrated their descriptions into a conceptual model of a productive interaction. Although we had anticipated that participants with a general focus would have different views from the specialists, the findings indicated that the views of both groups were similar. Physicians in both groups tended to define a productive interaction in terms of the same four goal orientations, and 'clicking with the patient' was generally viewed as a main condition. The participants mostly differed in how they talked about reaching goals for patients with medically clear versus medically unexplainable complaints. Before turning to a detailed discussion of our results, we introduce cultural model theory as a lens through which we will discuss their views. Cultural models or schemas or understandings refer to relatively stable cognitive structures (\[[@CR21]\], p. 54). Within a social group, people will have collective understandings based on shared experiences and a shared identity. By applying this perspective we were able to recognize *collective understandings* that refer to the identity and meaning system of the participants as part of their medical profession \[[@CR21]\].

First, we identified the shared principle of intentionality regarding achieving outcomes and satisfaction, as well as implementing the medical process and successfully collaborating with the patient. These intentions pertain to medical conduct and identity in general, as well as to *a collective, functionalist understanding* of the medical task based on professional standards \[[@CR26], [@CR27]\]. In order to cure and heal, physicians need to solve medical problems effectively, have answers to a patient's complaints, and support the patient in coping with illnesses and relieving suffering. As such, they need to follow procedures for resolving problems efficiently, give clear treatment advice, interact humanely, and satisfy the patient \[[@CR28]\]. In addition, external influences on the participants' intentions were also recognizable. For example, in their goal orientations, the participants reflected their natural biomedical discourse as well as the current discourse on patient engagement, patients caring for themselves, and quality of life.

Second, we discerned, as a *collective understanding*, that the participants shared how they related a goal to the medical context. They generally divided the context into medically clear and explainable (specific) complaints, and medically vague and often-unexplainable (nonspecific) complaints. Patients with specific complaints were often considered seriously ill and needing the help of the physician. Solving the problems of these patients seemed a natural task, although not always easy, due to issues such as lack of time or the patient's inability to understand the advice. Solving the problems of patients with nonspecific complaints often appeared to be an unrealistic and exhausting ambition. This division of patients into these two groups has been recognized elsewhere \[[@CR29]--[@CR31]\], with the latter chronically ill often labeled as patients with Medically Unexplained (Physical) Symptoms (MUS) \[[@CR32], [@CR33]\].

The third, and the central, *collective understanding* we found among the participants was that 'clicking' with the patient influences all the goals, as well as the initial intention to collaborate. By 'clicking,' the participants seemed to refer to something on the intuitive level, to transference and/or to a deeper existential dimension that establishes trust and makes it easier to empathize. In addition, several participants stressed the importance of a genuine contact as a fundamental basis for collaboration with a patient. It has been argued that people use particular statements, such as 'we really clicked' and 'we had chemistry,' to describe interpersonal interactions that go exceedingly well and to indicate good rapport \[[@CR34], [@CR35]\]. Rapport reflects the quality of an interaction between people, and is evaluated in terms of emotional positivity and as a perceived unity in the interaction \[[@CR36]\], or as a whole that is more than the sum of the parts. As such, rapport is a nonverbal phenomenon, as well as a social construct that comprises the following components: *positive affect*, *mutual focus of attention*, and *interpersonal coordination.* Positive affect concerns the feeling of liking each other, which is associated with trust, mutual understanding, caring, and giving support. The other two components pertain to harmony, agreement, and accord, or to synergy in a genuine interaction \[[@CR36], [@CR37]\]. Finally, rapport is seen as an essential part of the therapeutic relationship and bond, and one that has a positive influence on the clinical outcome \[[@CR38]\], although situations can differ \[[@CR35]\] and changes are possible during the relationship \[[@CR39]\]. Similarly, rapport is probably an important aspect of the 'the whole and shared mind' concept that Epstein recently introduced to enhance clinical decision-making \[[@CR40]\]. Rapport, however, does not only exist in therapeutic relationships but is also part of non-therapeutic working alliances, friendships, and romantic relationships \[[@CR34]\]. We also found this: participants used the term 'clicking' not merely in the medical context but also to give expression to a broader *collective understanding* of authentic relationships between people.

Our final remarks concern our model of a productive interaction. The four main elements of the CCM, and self-management support programs in particular, are broadly implemented in primary care in Western countries \[[@CR41]\]. In the CCM, self-management support is seen as a condition needed to involve and activate patients in productive interactions, with collaborative management of the illness, and ultimately better health outcomes, as results \[[@CR2], [@CR42]\]. Wagner and others have argued that involving patients in their own care shows more clearly positive results on health outcome, as does improving attitudes and/or communication skills of physicians, which is often a focus of patient-centered approaches \[[@CR42]--[@CR45]\].

In our model, conversely, the participants viewed collaboration as conditional for reaching medical process goals, and ultimately, health outcome and satisfaction; and \'çlicking with the patient\' was viewed as a spontaneously emerging phenomenon that catalyzes collaboration. Their view of collaboration also echoes the therapeutic relationship as earlier described in the work of Roger and Balint, and is consistent with the more recently developed relationship-centered models \[[@CR46], [@CR47]\]. In this view doctors do not stay neutral but create a bond needed for empathetic understanding of a patient's problems as a person \[[@CR48]\].

A central issue in our model is that the participants explained clicking as on the level of affect and as a fact of life, something that either happens or does not, and that one has to accept and work with in this reality. This view contradicts current models on patient-physician interaction, which imply that establishing rapport can be learned \[[@CR16], [@CR27], [@CR49]\]. Moreover, the experienced difficulty of building a relationship with patients with medically unexplained symptoms seemed to justify lower levels of support and follow-up in such cases. However, the literature \[[@CR50], [@CR51]\], including guidelines \[[@CR52]\], indicates that these patients would also benefit from a therapeutic relationship with physicians because, like persons with more easily treated conditions, they too have diverse and complex problems that impact quality of life \[[@CR50]--[@CR52]\].

Our findings contribute to a better understanding of productive interactions from the viewpoint of physicians. Creating awareness among physicians that rapport can be learned \[[@CR53]\] and that the medical context; i.e., the nature of the complaint influences the process of building rapport \[[@CR54], [@CR55]\] may deserve greater attention within intervention and implementation programs of the CCM. Educators could use these findings in continuous medical education in primary care as well as in medical specialty care.

Strengths and limitations {#Sec16}
-------------------------

A strength of our research approach and conducting in-depth interviews in a natural way is that it enables one to derive shared intentions and collective understandings, and to construct a model \[[@CR23], [@CR24]\]. These understandings are likely to reflect broader groups of internists, and perhaps also of primary care physicians, because they basically share the same profession and largely the same patient groups \[[@CR23]\]. The findings, however, should be validated for different contexts.

A basic issue is that what the participants understand as a professional productive interaction is not necessarily the same as what they experience or achieve in practice. Further, it is likely that gender, age, and experience, as well as individual beliefs or motives, will affect strategies and behaviors. Although we have not rigorously analyzed such differences, we did gain the impression that gender, and perhaps other aspects, do have an influence on participants' interaction strategies or styles.

We should also caution that the 'goal counts' shown in Table [2](#Tab2){ref-type="table"} are not intended to imply the significance of the goals per se, but are offered as a closer look at the content of the text fragments. Nonetheless, we do believe that the relative frequencies with which the various goals were mentioned give some indication of their relative importance. Hence, the relative frequencies may function as a guide for further investigation.

To avoid recognition of colleagues in the interview data no one from the internal medicine department was involved in data analysis. However, inside knowledge of the internal medicine practice appeared to be essential for the interpretation and during the discussion of the findings. A risk is that an interviewer may not have been able to create a suitable interview climate or to establish sufficient rapport to get full and honest answers from the interviewees. However, several participants in our study commented positively on the interview process, so we do not see this as a major concern. Some participants mentioned that answering questions on productive interactions was a useful opportunity to talk about and reflect on their interactions with patients. Nevertheless, it is always possible that the interview setting influenced some answers, and that some participants may have found it difficult to provide full answers to unexpected questions. However, our approach is the only way to elicit the views and understandings of participants beyond a framework of predefined questions \[[@CR23]\], and we believe that if conversations are conducted in a respectful, open, and natural way, with enough space to elaborate on thoughts that arise, this goal can be achieved.

Conclusions {#Sec17}
===========

The participants viewed a productive interaction as one that was goal-directed, dependent on the nature of the patient's complaint, and catalyzed by clicking with the patient. Although we had not expected it, we found that clicking, i.e., establishing rapport, played a central role in a productive interaction. Further, we saw that while clicking was viewed as important, it was also seen as somewhat unpredictable, something that may or may not happen. That is, the level of rapport with an individual patient seemed to be a fact of life, something one simply had to accept and work with. However, other academics have argued that establishing rapport is a teachable skill. Given that clicking seems beneficial for both the wellbeing of patients and their physicians, creating awareness among physicians that conditions conducive to clicking can be learned may warrant a place in the curriculum, as well as in programs implementing the CCM.
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